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Abstract
Background: Increased diversity of the United States population has resulted in the presence of
greater disparities in healthcare. One way to address factors contributing to health disparities has
been to increase cultural competency in healthcare. Evidence from a review of the literature
supports the idea that understanding aspects of cultural competency that are lacking among
specific healthcare organizations are helpful to develop programs to address the areas of need.
Purpose: The purpose was to complete a quality improvement project to evaluate if an
educational intervention based on a specific model would lead to increased level of cultural
competence among healthcare providers. Methods: The Campinha-Bacote Model was used as the
basis of the educational program. An electronic format of The Inventory for Assessing the
Process of Cultural Competence among Healthcare Providers – Revised was used as the pre-andpost-test to evaluate the efficacy of the educational intervention. Implementation
Plan/Procedure: For this project, cultural competency baseline levels of providers consisting of
doctors, nurse practitioners, and therapists (N = 6), working with refugee patients were assessed,
followed by an educational intervention via PowerPoint. A post-test and evaluation survey was
administered after the intervention. Results: Statistically significant increases were noted in mean
cultural competency scores (11.83 points). Increases were noted in the measured constructs of
cultural awareness (3.00 points), knowledge (3.84 points), and skill (3.34 points).
Implications/Conclusion: Ongoing educational intervention may lead to increased levels of
cultural competency for healthcare providers. Further practice improvement projects should be
completed to evaluate the effect of increased cultural competency on patient outcomes.
Keywords: cultural competency, health care, Campinha-Bacote model of cultural
competence, cultural competency in nursing, refugee cultural competency
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Improving Cultural Competency among Healthcare Providers Working with Refugee Patients
Introduction
Since the 1970s, the United States has continued to grow more racially, ethnically, and
culturally diverse (McElfish et al., 2017). It is expected that by the year 2050 there will be no
one racial or ethnic group representing more than 50% of the United States population
(Betancourt, Green, & Carrillo, 2018; McElfish et al., 2017). Refugees in particular face
language, cultural, and socioeconomic barriers and often arrive with chronic conditions such as
post-traumatic stress disorder, depression, anxiety, hypertension, and diabetes (Prescott,
Dascanio, Klosko, & Shogan, 2017). As communities continue to become more racially and
ethnically diverse, there have also been greater disparities in healthcare (Betancourt, Green, &
Carrillo, 2018; McElfish et al., 2017). Some of the many factors that contribute to racial
disparities in health care include language and literacy issues, decreased access to healthcare
services, clinician biases, and lack of culturally competent care (Betancourt et al., 2018). One
way to address factors contributing to health disparities has been to increase cultural competency
among healthcare providers in order to prepare them to provide the best care for the changing
patient population (Bauer & Bai, 2015).
Background
One in six Massachusetts residents is foreign born, according to the Massachusetts Board
of Health (MABH) (2009). A refugee is a person who “owing to a well-founded fear of being
persecuted for reasons of race, religion, nationality, membership in a particular social group, or
political opinion, is outside the country of his nationality, and is unable to or, owing to such fear,
is unwilling to avail himself of the protection of that country” (Kosoko-Lasaki, Cook, &

CULTURAL COMPETENCY HEALTHCARE PROVIDERS

6

O’Brien, 2009, p. 255). In 2016, 84,995 refugees resettled in the United States with 2,433 of
these refugees arriving to Massachusetts (Mass.gov, 2016; Prescott et al., 2017).
The level of education, health literacy, cultural beliefs, knowledge, attitudes, and
behaviors vary widely among different refugee groups (Thiel de Bocanegra et al., 2018).
Refugee populations in particular have unique health care needs as a result of the circumstances
from which they are coming from and their journeys to the United States (MABH, 2009). Often
times, health care systems and services are interrupted in areas where refugees are coming from,
resulting in a lack of disease control, diagnosis, and treatment (MABH, 2009). In addition to this,
the way the healthcare system in the United States is organized, accessed, and financed may be
very different from systems from which refugee patients are arriving, leading to difficulties in
utilization of healthcare services (MABH, 2009). Some factors that affect this include language
accessibility, health beliefs, perceived appropriateness of care, and location and cultural
competency of providers (MABH, 2009).
The Office of Minority Health defines cultural and linguistic competence as “a set of
congruent behaviors, attitudes, and policies that come together in a system, agency, or among
professionals that enables effective work in cross-cultural situations” (Bauer & Bai, 2015, p.
706). Cultural sensitivity has been defined as being tuned into the fact that people have different
beliefs, values, and behaviors (Sekerci & Bicer, 2019). This project assesses cultural competence
because in addition to being aware of cultural differences and similarities, cultural competence
involves taking additional steps to enhance the skills, encounters, and the desire to further
improve culturally driven patient interactions. Cultural competence goes beyond the level of an
individual provider, in that all levels of a healthcare system must put into place means to allow
culture to be involved in the care that is provided. Many healthcare facilities do not have the
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resources to provide culturally competent care to these patients, such as access to translated
materials or certified interpreters (Prescott et al., 2017). In order to eliminate health disparities it
is important to not only identify the barriers stopping the patient from successfully navigating the
healthcare system but also identify the varying health needs of these patient populations (Dave,
2018; Kosoko-Lasaki et al., 2009; Thiel de Bocanegra et al., 2018). Healthcare providers have a
responsibility to provide holistic, culturally competent, and appropriate medical care to all
patients (Dave, 2018).
Problem Statement
Lack of cultural competency among healthcare providers in the primary care setting
serving refugee patient populations is indicated by the presence of health disparities which lead
to poorer patient outcomes and lower satisfaction of care and results from the presence of
clinician bias and a lack of culturally competent education, training, and services including
interpreter services and racially and linguistically concordant clinicians and staff. The quality
improvement project was to use the Campinha-Bacote Model “The Process of Cultural
Competence in the Delivery of Healthcare Services” to create an educational program for
healthcare providers to complete regarding providing culturally competent healthcare for the
refugee patient population. Baseline cultural competency levels were assessed before the
intervention and a post-test was used to assess if the educational intervention created any change
from the baseline levels.
Organizational “Gap” Analysis of Project Site
Non-minorities have been found to receive higher quality healthcare compared to racial
and ethnic minorities throughout the United States (Abrishami, 2018). These health disparities
are often a result of the behaviors of healthcare providers including the lack of familiarity with
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and discrimination toward people from different backgrounds (Abrishami, 2018). Many
immigrant and refugee patients have limited access to healthcare services (Turcotte, Chaves,
Ross, & Adejumo, 2016). Reasons for this include lack of health insurance and not having an
understanding of insurance coverage and the healthcare system (Turcotte et al., 2016).
Immigrants, non-English speakers, and refugees all face language and cultural barriers along
with a lack of cultural competency among healthcare providers (Turcotte et al., 2016). In Lowell,
MA about half of the population is made up of people who identify as black, Hispanic, and
Asian, and also make up about 50% of the people without health insurance (TownCharts, 2018).
Review of Literature
Using the UMass Amherst Library website database, the keywords “cultural
competency” and “health care” were searched. This provided 9787 results. Inclusion criteria
were then specified to include only those articles that were scholarly peer reviewed, published
after 2013, from an academic journal, and in English. Also included were articles from the
database Medline. Exclusion criteria included any articles that were not from research in the
United States; articles not in English; and any articles published before 2013. This resulted in
361 articles. Then a search with the keywords “cultural competency” “health care” and
“Campinha-Bacote model of cultural competence” was completed. The same inclusion and
exclusion criteria were used which then resulted in three results. Another search with the
keywords “refugee cultural competency” was completed which yielded 285 articles. Similar
inclusion and exclusion criteria were used, except to include research completed outside of the
United States, which yielded 135 articles. Articles on the CINAHL database were also searched.
Inclusion criteria included academia journals, articles in English, articles published after 2008,
and studies from the United States. Exclusion criteria included articles published in other
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languages, articles published before 2008, and articles that included studies that were completed
in different countries. The key words used were “Cultural competence in nursing” “Cultural
competence AND Campinha-Bacote”, “nursing AND Campinha-Bacote” and “nursing AND
cultural competency”. Final articles that were included were all rated as level IB or IIB, class B
(Newhouse, Dearholt, Poe, Pugh, & White, 2005).
Analyzing Baseline Cultural Competency
Improving cultural competency first begins with assessing the baseline level of cultural
competency, which is the first step in this proposed project. Having an understanding of which
aspects of cultural competency are lacking among specific healthcare organizations and
assessing what level of cultural competency providers are at, can help in developing programs to
improve the areas of need (Lampley, Little, Beck-Little, & Xu, 2008; Marzilli, 2016). Using the
Nurses’ Cultural Competence Scale and applying results to Purnell Model of Cultural
Competence, Marzilli (2016) analyzed the level of cultural competence among nursing faculty
members. Convergent parallel mixed-methods design was used in this study (Marzilli, 2016).
Lampley et al. (2008) asked nurses to complete self-report surveys to assess their sense of
cultural competence. Quantitative surveys and qualitative interviews were used in addition to
other instruments to gather data regarding cultural competency (Lampley et al., 2008; Marzilli,
2016). While the mixed-method design and quantitative & qualitative design data support each
other, a weakness is that most data is from self-reporting and interviews (Lampley et al., 2008;
Marzilli, 2016). These studies were graded as Level IIB, Class B due to the quasi-experimental
study design and good quality evidence.
Educational Intervention
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Once the needs are assessed, an intervention such as a cultural competence course or
immersion/training program may be used with the goal being to increase levels of cultural
competency (Bauer & Bai, 2015; Brommelsiek, Peterson, & Amelung, 2018; McElfish et al.,
2017). The Campinha-Bacote Model is a useful framework for studying cultural competency
(Bauer & Bai, 2015; Lampley et al., 2008). Campinha-Bacote breaks down five constructs of
cultural competency which are cultural awareness, cultural knowledge, cultural skill, cultural
encounter, and cultural desire (Bauer & Bai, 2015; Lampley et al., 2008). Using these constructs,
students completed learning modules consisting of readings, videos, interviews, presentations,
and individual field trips (Bauer & Bai, 2015). Results were analyzed with ANOVA (Bauer &
Bai, 2015). McElfish et al. (2017) used a similar training module approach, but training was
provided to healthcare professionals rather than students. Mixed-methods evaluation based on
the Kirkpatrick model of training evaluation and quantitative and qualitative data evaluation data
was also collected (McElfish et al., 2017). In the study by Brommelsiek, Peterson, & Amelung
(2018), graduate students participated in an immersion training program to better understand
culture’s influence on patients. Pre- and post-tests were administered to assess changes in
knowledge after the learning activities (Bauer & Bai, 2015; Brommelsiek, Peterson, & Amelung,
2018; McElfish et al., 2017). Again, the mixed-methods design was a strength for their research
(McElfish et al., 2017). Limitations include a small sample size, long-term improvements in
patient care is unknown, and there were low evaluation response rates (Bauer & Bai, 2015;
Brommelsiek, Peterson, & Amelung, 2018; McElfish et al., 2017). These studies were graded as
Level IIB, Class B due to the quasi-experimental study design and good quality evidence.
Dissemination of Cultural Competency
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Successful implementation of cultural competency requires participation that goes
beyond the level of individual healthcare providers (Weech-Maldonado et al., 2016).
Organizational commitment is necessary to ensure that people, policies, and practices coincide to
achieve this common goal (Weech-Maldonado et al., 2016). Interventions were implemented for
infrastructure development, coaching and action plan training, and individual level action plans
(Weech-Maldonado et al., 2016). Similar to previously mentioned studies, pre- and post-tests
were completed (Weech-Maldonado et al., 2016). This study took place over two years during
which time there was staff turnover as well as low response rates, which may have affected
results (Weech-Maldonado et al., 2016). This study was graded as Level IB, Class B due to the
randomized study design and good quality evidence.
The Need for Cultural Competency Education
With increasing patient diversity, there are differing cultures, values, and beliefs when it
comes to healthcare. It is important for healthcare providers to learn about what the cultural
needs are of the patient population and have access to education to address these needs (Bauer &
Bai, 2015; Brommelsiek, Peterson, & Amelung, 2018; Lampley et al., 2008; Marzilli, 2016;
McElfish et al., 2017). Truly effective cultural competence means having involvement at all
levels of hospital infrastructure, to ensure that people, policies, and programs are in place to
provide effective care to all patients (Weech-Maldonado et al., 2016). Using a framework such
as the Campinha-Bacote model to assess the needs and create an education program will help to
increase cultural competency among healthcare providers.
Evidence Based Practice: Verification of Chosen Option
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For this project, the Campinha-Bacote Model of Cultural Competence in Healthcare
Delivery (See Appendix A) is the framework and basis for the educational intervention and the
pre- and post-test assessment tool, which was completed by healthcare providers.
Theoretical Framework
The Campinha-Bacote Model of Cultural Competence in Healthcare Delivery views
cultural competence as a process in order to achieve results (Albougami, Pounds, & Alotaibi,
2016). This model defines cultural competence as “the process in which the healthcare
professional continually strives to achieve the ability and availability to effectively work within
the cultural context of a family” (Campinha-Bacote, 2015, para. 1). This process is achieved by
developing the ability to deliver efficient and high-quality care, which incorporates five different
constructs (Albougami et al., 2016; Campinha-Bacote, 2015).
The first construct is cultural awareness which is the process in which healthcare
providers recognize their own cultural backgrounds, biases they may have towards other
cultures, and becoming aware of the existing racism and biases that currently exist in healthcare
(Albougami et al., 2016; Campinha-Bacote, 2015). The second construct is cultural knowledge,
which is the process that a healthcare provider takes to acquire education about different cultural
groups in relation to health-related beliefs, practices, and values as well as disease incidence and
prevention (Albougami et al., 2016; Campinha-Bacote, 2015). The third construct is cultural skill
which is the ability to obtain the necessary data from patients with the use of a cultural
assessment and culturally-based physical assessment (Albougami et al., 2016; Campinha-Bacote,
2015). Cultural encounters is the fourth construct and is the process of engaging in direct
interactions between healthcare provider and patients from culturally diverse backgrounds in
order to change existing beliefs and prevent stereotyping (Albougami et al., 2016; Campinha-
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Bacote, 2015). The final and fifth construct is cultural desire (Albougami et al., 2016; CampinhaBacote, 2015). Cultural desire is the healthcare providers’ motivation and willingness to become
educated, skilled, competent, and aware of culture as well as wanting to seek out cultural
encounters (Albougami et al., 2016; Campinha-Bacote, 2015).
Several transcultural nursing models were compared using the criteria of
comprehensiveness, logical congruence, conceptual criteria, level of abstraction, clinical utility,
and perspective (Albougami et al., 2016). Campinha-Bacote’s model was the only one found to
meet all six criteria (Albougami et al., 2016). This framework has often been used in nursing
literature and has been found to be suitable to incorporate cultural competence into practice
(Albougami et al., 2016).
Goals, Objectives, and Expected Outcomes
The goals of this project were to 1) conduct a quality improvement project related to
cultural competency and refugee patient populations, 2) create a presentation for staff at the
community health center, 3) in order to have more than half of the providers in this department
complete the education, at least six providers will participate in the project 4) assess the cultural
competency baseline levels of providers of this community health center, 5) increase the number
of community health center healthcare providers who complete cultural competency training
while working with refugee populations, 6) have providers acknowledge that culture affects
patient health beliefs, medical practices, attitude toward healthcare, and establishment of trust, 7)
educate community health center providers on the existence of health disparities among refugee
patient populations, and 8) assess through post intervention survey results, an increase in the
provider’s level of comfort in providing cultural competent care to refugee patients.
Expected outcomes included:

CULTURAL COMPETENCY HEALTHCARE PROVIDERS

14

A) 90% of the participating staff working with the refugee population will complete the
intervention and assessment within the project timeline.
B) 85% of participating providers will report an increase in their level of cultural competence
following the intervention.
C) 80% of participating providers at the community health center will report that the intervention
contributed positively to their ongoing process of improving cultural competency.
D) Survey results will indicate at least 90% of participating providers will indicate a desire to
continue expanding their cultural worldview and encounters with those from different cultures.
Methods
This quality improvement project incorporated a review and presentation of current
literature and an educational intervention via an in-person PowerPoint presentation (see
Appendix B) provided for healthcare providers at an urban community health center. A
quantitative pre- and post-test design was used to obtain data for this project. The pre- and posttest data was gathered with the Inventory for Assessing the Process of Cultural Competence
Among Healthcare Professionals- Revised (IAPCC-R) (see Appendix E). This self-assessment
tool was created by Dr. Campinha-Bacote to measure the level of cultural competence among
healthcare providers. Qualitative methods were used to obtain feedback from healthcare
providers regarding the effectiveness of the educational intervention. Permission was obtained
from Dr. Campinha-Bacote to use the model (See Appendix D) and to use the IAPCC-R for the
project’s pre-and post-tests.
Project Site and Population
This project took place at an urban federally qualified health center in Lowell,
Massachusetts. The health center’s providers include physicians, nurse practitioners, physician
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assistants, and certified nurse midwives. Both primary care and behavioral health services are
offered. Services provided at the health center are based on a family medicine model and include
chronic disease management, nutrition counseling, mental health services, traditional healing
advice, acupuncture, massage therapy, social services, meditation, health education, and
referrals. Additional services include addiction treatment, HIV services, dental care, eye care,
and family planning.
The health center is located the fourth largest city in Massachusetts. Twenty two percent
of the population of Lowell lives in poverty and 26.7% of the population is foreign born,
including refugees (U.S. Census Bureau, 2018). Participants for this project included primary
care and behavioral health providers who work specifically with the refugee population in order
to measure cultural competency among those interacting regularly with these patients.
Project Design
The first step of this project was to assess the providers’ baseline level of cultural
competency in regards to the five constructs of the Campinha-Bacote model and refugee patient
populations with the use of the pre-test. Using the Campinha-Bacote model (Campinha-Bacote,
2015) as a framework, a review of the literature, and current data and statistics regarding the
importance of cultural competency among refugee patient populations, an educational
PowerPoint presentation was created and administered to the participating healthcare providers.
After reviewing the educational presentation, the post-test was administered to assess if the
intervention helped to increase the healthcare providers’ level of cultural competency. Finally, a
post-education survey was also administered to the providers to gather descriptive data about
their thoughts on the educational intervention (See Appendix F). Along with the PowerPoint
presentation, providers were given a list of supplemental information and resources regarding
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cultural competency. This project was done to determine if educational interventions based on
Campinha-Bacote’s model could help increase the level of cultural competency among
healthcare providers serving culturally diverse patient populations.
Providers were recruited to participate in the project through email and in-person
notification regarding the presentation. After signing up for one of the two days when the
presentation was to be provided, providers were emailed a link to complete the pre-test IAPCC-R
online via a secure online survey format in order to measure their baseline level of cultural
competence. They were also instructed to use an anonymous identifier that would be the same
for the pre-and post-tests. Providers were given up to one week to complete the online pre-test
prior to participating in the educational intervention. On the days of the presentations, lunch was
brought for the participants and the PowerPoint was presented during the providers’ hour long
lunch break. After the presentation, the link to the post-test was emailed to the providers. The
post-test contained the same questions as the pre-test in order to evaluate if there had been a
change in the providers’ level of cultural competence. Immediately after the presentation, all the
participants were asked to anonymously complete a paper format survey with three multiple
choice questions and two short answer questions to see how effective they felt the training
program was and to measure its relevance to their daily interactions with the refugee population.
Two sessions were offered to the providers in order to maximize the amount of
participants, since not every provider worked every day. Each session was one hour long and
took place during providers’ lunch break hour. The education was provided via PowerPoint
presentation, along with a list of supplemental information and resources to complement the
education. The PowerPoint, titled “The Journey to Cultural Competency”, (Chau, 2019) started
off with information about the changing demographics and statistics about the refugee population
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in the United States. Additional information was provided about the health disparities and
barriers refugee patient populations face. An overview about Dr. Josepha Campinha-Bacote’s
theoretical model was provided. Then each construct was explored in more detail throughout the
remainder of the presentation. Participants were shown links to additional websites that they
could access to further explore the various components of cultural competence. In addition to
this, the PowerPoint presentation consisted of an activity to examine providers’ implicit biases;
charts and diagrams outlining various cultural health beliefs; pictures to show differences in
cultural physical assessments; and a video case study highlighting barriers and challenges
refugee patients face when trying to navigate the American healthcare system.
Data Collection
Both quantitative and qualitative methods were used to collect data. Quantitative data
was collected with the use of the IAPCC-R. The IAPCC-R is a self-assessment tool created by
Campinha-Bacote, which is designed to measure the level of cultural competence among
healthcare professionals (Campinha-Bacote, 2015). The IAPCC-R has been used broadly within
the United States and has been tested for reliability and validity for health care professionals.
Reliability studies have established an average reliability coefficient Cronbach alpha of .81
(Campinha-Bacote, 2015). For this project, permission was obtained to use an electronic format
for the IAPCC-R. The IAPCC-R contains 25 items measuring the five constructs of the
Campinha-Bacote model and uses a 4-point likert scale to measure the responses in each
category (Campinha-Bacote, 2015). The categories reflected by each response include strongly
agree, agree, disagree, strongly disagree; very aware, aware, somewhat aware, not aware; very
knowledgeable, knowledgeable, somewhat knowledgeable, not knowledgeable; very
comfortable, comfortable, somewhat comfortable, not comfortable; and very involved, involved,
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somewhat involved, and not involved (Campinha-Bacote, 2015). Each construct is addressed
through five of the 25 questions (Campinha-Bacote, 2015). The tool takes approximately 10-15
minutes to complete and the scores may range from 25-100 indicating whether the healthcare
provider is at a level of culturally proficient (91-100), culturally competent (75-90), culturally
aware (51-74), or culturally incompetent (25-50) (Campinha-Bacote, 2015).
Qualitative data was collected from a 5-item paper survey with 3 questions reflecting a
response of yes, no, or somewhat, and 2 open response questions. The survey evaluated
participants’ level of cultural competence prior to the project, assessed the benefits of the
presentation, and allowed participants to provide feedback on future recommendations.
Data Analysis
Prior to completing the educational intervention, participants completed the pre-test
IAPCC-R. Immediately after the intervention, participants were asked to complete the evaluation
survey in person. Then participants were asked to complete the online post-test within one week
of completing the education. Both the pre-and post-test IAPCC-R was done anonymously. Each
participant created an anonymous identifier which was used for the pre-and post-tests so that the
scores could be compared.
The IAPCC-R Scoring Key was used to score each item of the test to come up with a
total score (Campinha-Bacote, 2015). Each item is assigned a different point value, based on the
scoring key, ranging from 1-4 points (Campinha-Bacote, 2015). Individual scores for overall
cultural competency were calculated with each participant’s pre-and post-tests as well as mean
cultural competency pre-and post-test scores. Mean scores for each construct were compared
from the pre-and post-test scores. Paired sample t-tests were measured and analyzed through
SPSS.
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Descriptive statistics were used to present the data from the evaluation surveys.
Percentages were calculated for each of the 3 multiple choice response questions and then
common responses were identified for the two open response questions.
Ethical Considerations/Protection of Human Subjects
The University of Massachusetts, Amherst (UMass) Internal Review Board (IRB)
approval was obtained prior to initiating the DNP Project (See Appendix G). This project
consisted of an educational training program that was provided to healthcare providers. No
patient information was collected during this project. All of the information gathered in this
project was data from the participants’ evaluations and all participant information remained
anonymous. The DNP student and others conducting this project followed the Standards of Care
for practice in the community health center setting. There was no risk to any of the participants
in this project. Part of the education given to the providers, though, included ethical
considerations when caring for refugee patients, including accountability; moral responsibilities
to provide health care regardless of patient legal status; professional responsibilities and views
toward society, rights, and judiciary systems (Asgary & Smith, 2013).
Results
Demographic Characteristics
The department where the project took place has a focus on serving immigrant and
refugee populations. At the time of the project, there were a total of ten providers that worked
with the refugee population in this department. All ten providers were invited to participate in the
project. The first day of the presentation, there were a total of three primary care providers from
the department who participated. The second presentation day had a total of three providers
which included one behavioral health provider and two primary care providers. All six
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participants completed the intervention and assessment within the project timeline, meeting goal
A of the expected outcomes. Table 1 shows the demographic breakdown of all the participants.
Table 1
Demographic Characteristics
Demographic Variable

Intervention Group
(N=6)

Sex
Male
Female

1
5

Department
Primary Care
Mental Health

5
1

Race/Ethnicity
White Non-Hispanic
Asian

4
2

Cultural Competence
The pre-and post-tests were scored based on the IAPCC-R scoring key by CampinhaBacote. A score of 91 to 100 indicated culturally proficient; 75-90 is culturally competent; 51-74
is culturally aware; and 25-50 is culturally incompetent. Scores ranged from 71 to 91 on the pretest and 82 to 97 on the post-test, with the highest possible score being 100. The average of the
pre-test scores was 78 while the average for the post-test was 90. Participant 1’s score increased
after the intervention from 91 to 97 and the level of cultural competency remained the same since
it was at the highest level even at baseline. Participant 2’s score remained at 82 and level of
cultural competency remained at the level of competent post-intervention. Participants 3 and 4’s
scores increased from 73 to 85 and 74 to 89 respectively, and cultural competency level
increased from aware to competent. Participant 5’s score increased from 75 to 93 and cultural
competency level increased from competent to proficient. Participant 6’s score increased from 71
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to 91 and level of cultural competency increased from aware to proficient. Figure 1 depicts the
pre-and post-test scores in a bar graph format, separated by each provider. All of the participants,
except participant 2, had an increase in their scores from baseline to post-intervention.
Pre-test scores vs post-test scores
120
100
80
60

40

Pre-Test Score

20

Post-Test Score

0

Figure. 1. Bar graph showing the difference in scores for each provider between the pre-tests and
post-tests.
The pre- and post-test scores means were compared using a paired samples t-test, with the null
hypothesis being that the pre-and post-test scores were equal (see Table 3). Mean post-test scores
(M = 89.50, SD = 5.43) were greater than mean pre-test scores (M = 77.67, SD = 7.53).
Table 3
Paired Samples Mean Pre-Post-Test Scores for Cultural Competency
Paired Samples Statistics
Mean
Pair 1

N

Std. Deviation

Std. Error Mean

PreTest

77.67

6

7.528

3.073

PostTest

89.50

6

5.431

2.217

Overall, the scores for cultural competency increased by 11.83 points after completion of the
educational intervention. Mean post-test scores (M = 89.50, SD = 5.43) were greater than mean
pre-test scores (M = 77.67, SD = 7.53). The difference in scores was found to be statistically
significant, rejecting the null hypothesis, t(5) = -3.814, p = .012 (see Table 4).
Table 4
Paired Samples T-test of Pre-Post-Test Scores for Cultural Competency
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Paired Samples Test
Paired Differences
95% Confidence
Interval of the

Mean
Pair

PreTest

1

PostTest

-11.833

Std.

Std. Error

Deviation

Mean

7.600

3.103

Difference
Lower
-19.810

Sig. (2-

Upper
-3.857

t

df

-3.814

tailed)
5

.012

92
90
88
86
84

82

Pre-Test

80

Post-Test

78
76
74
72
70
Cultural Competency

Figure 2. Bar graph depicting mean overall competency score differences.
A graphical depiction of the differences in mean scores is presented in figure 2. Mean post-test
scores (M = 89.50, SD = 5.43) were significantly greater than pre-test scores (M = 77.67, SD =
7.53). The Shapiro-Wilkes test of normality was not statistically significant at p = .144 and p =
.981 respectively for pre-and-post test scores, indicating that the data from both tests were
normally distributed.
Mean pre-and post-test scores for each individual construct (i.e. awareness, knowledge,
skill, encounter, and desire) of the framework were also examined (see Figure 3). Mean scores
for cultural awareness increased from pre-test (M = 15.50, SD = 3.15) to post-test (M = 18.50,
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SD = 1.05). Mean scores for cultural knowledge increased from pre-test (M = 12.83, SD = 1.60)
to post-test (M = 16.67, SD = 1.37). Mean scores for cultural skill increased from pre-test (M =
14.33, SD = 1.51) to post-test (M = 17.67, SD = 2.16). Mean scores for cultural encounters
increased from pre-test (M = 15.83, SD = 2.79) to post-test (M = 17.33, SD = 2.16). Mean scores
for cultural desire had a minor increase from pre-test scores (M = 19.17, SD = 0.753) to post-test
(M = 19.33, SD = 1.21).
25
20
15
Pre-Test
Post-Test

10
5
0

Awareness

Knowledge

Skill

Encounter

Desire

Figure 3. Mean differences in scores for each construct, comparing pre-and post-test results.
Cultural Awareness
The pre- and post-test score means for cultural awareness were compared using a paired
samples t-test to test the hypothesis that these scores were equal (see Table 5). The ShapiroWilkes tests of normality were not statistically significant at p = .854 and p = .820 respectively
for pre-and-post test scores, indicating that the data from both tests were normally distributed.
Overall, the scores for cultural awareness increased by 3 points after completion of the
educational intervention. Mean post-test scores for cultural awareness (M = 18.50, SD = 1.05)
were greater than mean pre-test scores (M = 15.50, SD = 3.15). The difference in scores was
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found to be statistically significant, rejecting the null hypothesis, t(5) = -2.905, p = .034 (see
Table 6).
Table 5
Paired Samples Mean Pre-Post-Test Scores for Cultural Awareness
Paired Samples Statistics
Mean
Pair 1

N

Std. Deviation

Std. Error Mean

AwarenessPre

15.50

6

3.146

1.285

AwarenessPost

18.50

6

1.049

.428

Table 6
Paired Samples T-test of Pre-Post-Test Scores for Cultural Awareness
Paired Samples Test
Paired Differences
95% Confidence
Interval of the

Mean
Pair

AwarenessPre -

1

AwarenessPost

-3.000

Std.

Std. Error

Deviation

Mean

2.530

1.033

Difference
Lower
-5.655

Sig. (2-

Upper
-.345

t
-2.905

df

tailed)
5

.034

Cultural Knowledge
The pre- and post-test score means for cultural knowledge were compared using a paired
samples t-test to test the hypothesis that these scores were equal (see Table 7). The ShapiroWilkes tests of normality were not statistically significant at p = .425 and p = .093 respectively
for pre-and-post test scores, indicating that the data from both tests were normally distributed.
Overall, the scores for cultural knowledge increased by 3.84 points after completion of the
educational intervention. Mean post-test scores for cultural knowledge (M = 16.67, SD = 1.37)
were greater than mean pre-test scores (M = 12.83, SD = 1.60). The difference in scores was
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found to be statistically significant, rejecting the null hypothesis, t(5) = -4.053, p = .010 (see
Table 8).
Table 7
Paired Samples Mean Pre-Post-Test Scores for Cultural Knowledge
Paired Samples Statistics
Mean
Pair 1

N

Std. Deviation

Std. Error Mean

KnowledgePre

12.83

6

1.602

.654

KnowledgePost

16.67

6

1.366

.558

Table 8
Paired Samples T-test of Pre-Post-Test Scores for Cultural Knowledge
Paired Samples Test
Paired Differences
95% Confidence
Interval of the

Mean
Pair

KnowledgePre -

1

KnowledgePost

-3.833

Std.

Std. Error

Deviation

Mean

2.317

.946

Difference
Lower
-6.264

Sig. (2-

Upper
-1.402

t
-4.053

df

tailed)
5

.010

Cultural Skill
The pre- and post-test score means for cultural skill were compared using a paired
samples t-test to test the hypothesis that these scores were equal (see Table 9). The ShapiroWilkes tests of normality were not statistically significant at p = .212 and p = .405 respectively
for pre-and-post test scores, indicating that the data from both tests were normally distributed.
Overall, the scores for cultural skill increased by 3.34 points after completion of the educational
intervention. Mean post-test scores for cultural skill (M = 17.67, SD = 2.16) were greater than
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mean pre-test scores (M = 14.33, SD = 1.51). The difference in scores was found to be
statistically significant, rejecting the null hypothesis, t(5) = -3.780, p = .013 (see Table 10).
Table 9
Paired Samples Mean Pre-Post-Test Scores for Cultural Skill
Paired Samples Statistics
Mean
Pair 1

N

Std. Deviation

Std. Error Mean

SkillPre

14.33

6

1.506

.615

SkillPost

17.67

6

2.160

.882

Table 10
Paired Samples T-test of Pre-Post-Test Scores for Cultural Skill
Paired Samples Test
Paired Differences
95% Confidence Interval

Mean
Pair

SkillPre -

1

SkillPost

-3.333

Std.

Std. Error

Deviation

Mean

2.160

.882

of the Difference
Lower
-5.600

Upper
-1.066

Sig. (2t
-3.780

df

tailed)
5

.013

Cultural Encounters
The pre- and post-test score means for cultural encounters were compared using a paired
samples t-test to test the hypothesis that these scores were equal (see Table 11). The ShapiroWilkes tests of normality were not statistically significant at p = .941 and p = .964 respectively
for pre-and-post test scores, indicating that the data from both tests were normally distributed.
Overall, the scores for cultural encounters increased by 1.5 points after completion of the
educational intervention. Mean post-test scores for cultural encounters (M = 17.33, SD = 2.16)
were greater than mean pre-test scores (M = 15.83, SD = 2.79). The difference in scores was
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found to not be statistically significant, accepting the null hypothesis, t(5) = -1.464, p = .203 (see
Table 12).
Table 11
Paired Samples Mean Pre-Post-Test Scores for Cultural Encounters
Paired Samples Statistics
Mean
Pair 1

N

Std. Deviation

Std. Error Mean

EncountersPre

15.83

6

2.787

1.138

EncountersPost

17.33

6

2.160

.882

Table 12
Paired Samples T-test of Pre-Post-Test Scores for Cultural Encounters
Paired Samples Test
Paired Differences
95% Confidence
Interval of the

Mean
Pair

EncountersPre -

1

EncountersPost

-1.500

Std.

Std. Error

Deviation

Mean

2.510

1.025

Difference
Lower
-4.134

Sig. (2-

Upper
1.134

t
-1.464

df

tailed)
5

.203

Cultural Desire
The pre- and post-test score means for cultural desire were compared using a paired
samples t-test to test the hypothesis that these scores were equal (see Table 13). The ShapiroWilkes tests of normality was not statistically significant for the pre-test, p = .212, but was
statistically significant for the post-test, p = .003, indicating that the data from the pre-test was
normally distributed, but not for the post-test. Overall, the scores for cultural desire increased by
0.16 points after completion of the educational intervention. Mean post-test scores for cultural
desire (M = 19.33, SD = 1.21) were greater than mean pre-test scores (M = 19.17, SD = 0.753).
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The difference in scores was found to not be statistically significant, accepting the null
hypothesis, t(5) = -0.349, p = .741 (see Table 14).
Table 13
Paired Samples Mean Pre-Post-Test Scores for Cultural Desire
Paired Samples Statistics
Mean
Pair 1

N

Std. Deviation

Std. Error Mean

DesirePre

19.17

6

.753

.307

DesirePost

19.33

6

1.211

.494

Table 14
Paired Samples T-test of Pre-Post-Test Scores for Cultural Desire
Paired Samples Test
Paired Differences
95% Confidence
Interval of the

Mean
Pair

DesirePre -

1

DesirePost

-.167

Std.

Std. Error

Deviation

Mean

1.169

.477

Difference
Lower
-1.394

Sig. (2-

Upper
1.060

t
-.349

df

tailed)
5

.741

Qualitative Data
Table 15 shows the results from the first three questions of the anonymous survey
completed by participants immediately after the presentation. Of the participants who completed
the survey, 100% felt that the intervention contributed positively to their ongoing process of
meeting cultural competency and 100% also had a desire to continue expanding their cultural
worldview and encounters with those from different cultures, meeting goals C and D of the
expected outcomes. The last two questions of the survey asked participants what they found to be
the most useful/helpful piece of information presented and what they would have liked to learn
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more about (see Table 16). Participants’ responses to the most useful/helpful piece of
information presented during the education included: “Being aware of own biases; resources”
“Resources” “Becoming aware of internal bias”. When asked about additional information that
they would have liked to know more about, participants responses included: “Cultural beliefs of
different cultures” and “Learning about different cultures from the main countries our refugees
are coming from so we are able to treat those patients better”.
Table 15
Feedback from Questions 1-3 of Post Education Survey
Survey Questions
Prior history of cultural
competency training?
Did you feel that this training
contributed positively to your
ongoing process of improving
cultural competency?
Do you have a desire to continue
expanding your cultural
worldview and encounters
with those from different
cultures?

Yes (%)
1 (33%)

Survey Responses (N=3)
No (%)
Somewhat (%)
2 (66%)
N/A

3 (100%)

0

3 (100%)

0

0

0

Table 16
Participant Feedback from Post Education Survey
Survey Questions
Survey Comments (N=3)
Most useful information
“Being aware of own biases; resources”
presented during the intervention
“Resources”
“Becoming aware of internal bias”
Additional information participants
would like to know more about

“Cultural beliefs of different cultures”
“Learning about different cultures from
the main countries our refugees are
coming from so we are able to treat
those patients better”.
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Discussion
Data was gathered and analyzed from the pre-and post-tests of all participants as well as
from responses of the evaluation survey. There were significant increases in mean scores for the
constructs of cultural awareness, knowledge, and skill, but there were not significant changes in
scores for the cultural encounters construct and cultural desire construct. The greatest
improvement in scores was first in the construct of cultural knowledge, followed by skill, then
awareness. Knowledge scores increased by 3.84 points from pre-test to post-test. Skill scores
increased by 3.34 points from pre-test to post-test. Awareness scores increased by 3.00 points
from pre-test to post-test.
The constructs of cultural desire and encounters did not have significant score changes.
Providers who completed the project had high levels of cultural desire at baseline and after the
intervention they continued to have a strong desire to increase their level of cultural competence.
In regards to the construct of cultural encounters, while providers expressed an interest in having
more cultural encounters, this construct is defined as the process of engaging in direct
interactions between healthcare provider and patients from culturally diverse backgrounds in
order to change existing beliefs and prevent stereotyping (Albougami et al., 2016; CampinhaBacote, 2015). As part of an ongoing process that will occur over time, it cannot be expected that
there is a significant change in this area within the time period of this project.
In the evaluation survey, providers expressed appreciation for the supplemental resources
(See Appendix C) that were provided with the training. Many of the resources, links, and tools
provided in this list pertained to increasing cultural knowledge and skill which could attribute to
the increased scores in these categories. Some of the additional resources provided included links
to various websites with additional information regarding cultural competency, health literacy,
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and refugees such as the HRSA and EthnoMed; free online training courses (with CEUs) about
cultural and linguistic services as well as cultural competency for behavioral health
professionals; link to Dr. Campinha-Bacote’s website which has additional resources including
books, journals, and articles about cultural competency; the link to the Harvard Implicit Bias
Tests to further explore implicit biases; and a TED talk about cross-cultural encounters. Multiple
mnemonics (e.g. ETHNIC; ADHERE) with accompanying examples and explanations were
provided as well as tools (e.g. Kleinman-Explanatory Model) to utilize when performing cultural
assessments during encounters with patients from diverse cultures.
Participants also reported finding the activity related to internal biases helpful, which
would contribute to increased cultural awareness. During this activity, participants were
presented with a scenario where a son and father were in a car accident. The father passed away
at the scene and the son was brought to the hospital. At the hospital, the surgeon sees the child
and claims “this is my son”. The participants were asked to explain how this could be. Some of
the responses included that it was the son’s biological/foster father or that the father in the
accident was a priest. The answer is that the surgeon is the child’s mother. This activity was
meant to reveal the implicit bias that many individuals would immediately think of a surgeon
being a man, rather than a woman.
One of the main goals for this project was to increase the level of cultural competence
among providers working with refugee patient populations. Six of the ten providers working with
this population completed the baseline assessment pre-test, educational intervention, and posttest. Only 50% (n = 3) of the providers completed the evaluation survey after the intervention.
Overall, the level of cultural competency increased among the providers after participating in the
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educational intervention. There were varying levels of score increases in all five of the constructs
measured as well, although significant increases were present in only three of the five constructs.
The goal was for 85% of participants to have an increase in their level of cultural
competence. This goal was not met as only 83% (n = 5) had an increase in their scores. One
provider’s score remained unchanged after the educational intervention, but the five other
providers showed an increase in their level of cultural competence after the presentation. At
baseline, 50% (n = 3) of providers were at the level of culturally aware, 33.3% (n = 2) were at
culturally competent, and 17% (n = 1) was at culturally proficient. After the intervention, 17% (n
= 1) remained at culturally proficient, 17% (n = 1) remained at culturally competent, but the
other 67% (n = 4) increased to the levels of competent and proficient. Mean scores overall
increased from the pre-test to the post-test by 11.83 points. Findings from this project are
consistent with research from other similar studies done in 2015 by Bauer & Bai and 2008 by
Lampley et al., that an educational intervention with pre-and post-tests can indicate an increase
in levels of cultural competency.
The post-education survey was only completed and returned by 50% (n = 3) of providers.
The other three providers had patients to see immediately after the presentation and therefore did
not have a chance to complete the survey. The goal was for 80% of participants to report that the
intervention contributed positively to their ongoing process of becoming culturally competent.
This goal was met with 100% (n = 3). These scores were only obtained though from the three
completed surveys. When looking at the survey results that were available, only one provider had
cultural competency education prior to this project and any education provided by the health
center. All three respondents though, felt that the education provided was helpful in contributing
to their level of cultural competence and all three of these providers had an increase in their level
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of cultural competence after the intervention. All of the providers who completed the survey had
a desire to continue having encounters with those of other cultures and expand their knowledge
of other cultures, which is an important and necessary aspect in increased cultural competency.
As mentioned in Campinha-Bacote’s theoretical framework, cultural competency is an ongoing
process, and this feedback supports the idea that education must be ongoing in the goal to
achieve cultural competency (Campinha-Bacote, 2015).
Limitations and Strengths
Limitations for this project include a small sample size, low project evaluation response
rates, and the short duration of the overall time period when the project took place. First, the
small sample size can limit the statistical significance of the project results. Results though were
significant for increasing cultural competency for this specific group of providers working with
the health center’s refugee patient population. Second, the low evaluation response limits the
feedback collected about the positive aspects and suggestions for improvement regarding the
educational intervention. The feedback that was collected had consistent themes though which
did reflect differences in the pre-and-post test scores. Finally, long term effects of the education
are unknown due to the short duration of the project.
One of the strengths of this project was that the educational intervention only takes a onehour period of time which allows providers to be able complete it without interfering with times
for patient visits. A reliable and valid tool (IAPCC-R) was used to evaluate any changes that
occur as a result of the educational intervention. For there to be effective change and
improvements in provider cultural competency, there needs to be participation and support that
goes beyond the level of individual healthcare providers (Weech-Maldonado et al., 2016). The
director of health promotion and education, the chief of the department, and the health center’s
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Research Ethics Committee were facilitators for this project and advocates for making culturally
competent care for this population a priority.
Implications for Practice
Researchers have found that educational interventions are useful in increasing cultural
competency levels among various populations (Lampley et al., 2008). In this project, providers
successfully completed an educational intervention based on Campinha-Bacote’s framework.
Data collected from pre-and post-tests were statistically significant for increased levels of
cultural competence after completing the education, particularly in areas of cultural awareness,
knowledge, and skills. This project did not include an evaluation on the impact that improved
cultural competency can have on patient care. Future practice improvement projects may
evaluate how increasing levels of cultural competency can affect the quality and effectiveness of
care provided to refugee patients.
Effective cultural competence should have involvement at all levels of hospital
infrastructure, to ensure that people, policies, and programs are in place to provide effective care
to all patients (Weech-Maldonado et al., 2016). Future practice improvement projects may
include providing the educational intervention to providers in all different departments
throughout the community health center in order to further improve provider cultural competence
levels. In addition to this, there must be a desire to engage in the ongoing process of knowledge
attainment and practicing of skills (Campinha-Bacote, 2015). This happens over time with
greater exposure to and encounters with varying cultures. For future practice, education should
take place continuously over time. This may include providing different levels of cultural
competency training over various sessions. For example, the first session may start with a
general overview and then subsequent trainings becoming more specific to frameworks such as
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Campinha-Bacote’s model. As providers complete those trainings, additional education can be
provided for specific cultural patient populations present at the health center.
Conclusion
The patient population in the United States continues to become more diversified. With
this diversity there are differing cultures, values, and beliefs when it comes to healthcare.
Refugee patient populations in particular face many health disparities in access to and receiving
healthcare services. It is important for healthcare providers to learn about what the cultural needs
are of this patient population and have access to resources to address these needs. Cultural
competence involves being aware of one’s own cultural biases and health disparities (cultural
awareness); education about cultural differences in healthcare (cultural knowledge); resources in
how to incorporate cultural competence in the patient visit (cultural skill); increasing cultural
encounters with patients (cultural encounters); and having the willingness and want to better
understand the impact culture has on health (cultural desire).
Using the Campinha-Bacote model, the educational intervention created for this project
successfully increased cultural competency among healthcare providers working with the refugee
patient population at the community health center. Whether participants had previous cultural
competency training or not, all expressed that this presentation was useful to them,
demonstrating that ongoing education should be provided to all health center providers as a way
of increasing cultural competence. Participants of this project have a desire to continue on this
journey of cultural competence and with ongoing education and access to proper resources,
healthcare establishments may be able to contribute to increasing providers’ levels of cultural
competence and effectively provide culturally competent care to the patients they encounter
every day in practice.
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Campinha-Bacote Models for Cultural Competence

©Copyrighted by Campinha-Bacote (1991). Reprinted with permission

©Copyrighted by Campinha-Bacote (2010); Reprinted with permission.
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Educational Intervention PowerPoint
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Appendix F
Post Education Survey
CULTURAL COMPETENCY POST-EDUCATION SURVEY
1. Do you have any cultural competency training or educational experience outside of what
has been provided by Lowell Community Health Center?
A. Yes
B. No
2. Did you feel that this training has increased your awareness of contributed positively to
your ongoing process of improving cultural competency?
A. Yes
B. Somewhat
C. No
3. Do you have a desire to continue expanding your cultural worldview and encounters with
those from different cultures?
A. Yes
B. Somewhat
C. No
4. What did you find to be the most useful/helpful piece of information presented during
this education?

5. Is there any additional information that you would have liked to learn more about/thought
should be included in the training?
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